DEPARTMENT OF PUBLIC HEALTH AND WE

?] 4 4 STATE FILE NUMBER
Regiaration Dintrict No. . ________________Primory Registration Distriet No, - ________Registrar's No. ___ -

I:)ON':::SV;;IIJ'BE AMENDED F:' [ SR TITEE . WY

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd llved. If institution: Residence before
* CouNT ' a. STATE b. COUNTY .
Fli ssour i admission)

MISSOURI DIVISION OF HEAEiI '3 — STANDARD CERTIFICATE OF DEATH B63—-030526

VS 300
Rev. 4/59

b. CITY (If outside corpotate liprits, giva TOWNSHIP only) Langth of stay in 1b c. CITY Inside Limita
OR

OR
ToWN C olpeg it a lday TOWN St ,Louis Yas O No O

€. FULL NAME OF (If NOT i hospital, giv?lncaﬁnn) Inside Limlts d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTIUTION T narnete Word Hosp Y“l_:' Ne O 3815 Flgd Ave Yes [1 No D)

-

? |

\|DATE AMENDED

. NAME OF DECEASED First Middle _Last 4. DATE Month Day Yeaar

c OF
Relph ' G, Smith - DEATH 7-8-63

5. SEX 6. COLOR OR RACE 7. Morried k1 Never Married [ |[B. DATE OF BIRTH | ¥ AGE (last birthdsy) [IF UNDER 1 YEAR | IF UNDER 24 HR

Widowed [] Divorced [ 6_ 25 - 1 8&6 77 Months | Days Houra Min.

M& le Q
10s. USUAL CUPATION (Give kind of work dons { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and siate or country) | 12. CITIZEN QF WHAT COUNTRY

(Type or print)

(S0 [ I ]
9

-

duting mant of warking life, aven if retired)
Carpenter S=1f Employed DE Pue, I11 U.s.
135, FATHER'S NAM 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Smith " Nelcely Mary Fehring Smith

15. WAS DECEASED EVER [N U.5. ARMED FORCES? T4 —_CASLAL_SECLIDITY ALA 17. INFORMANT Addres

{Yes, no, or unknown) ’(If yas, give war or dnlgﬁof sarvi I Ma I'v Smi th 3815 Flad Ave

18, CAUSE OF DEATH (Enter only one causa per line :for (a), {b}, and {c). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE
Conditiony, if any, M’L—G_/

which gave rise to
sbeve cause (2),
sating the under-
lying caute [ast,

PART 1. OTHER SIGNIFICANT CORNDLF] ol BOTHY PRANT Pur’ Aot d i PART 11l. If decessed was female wa
disease condition given in PRR 4 o ‘ there a pregnancy in last 90 days.

/ [D Yes I O No I [ Unknown
19/ WAS AUTOPSY—| 20a, ACCBENT SUICD|DE HOMDPCIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of njury in PART | or PART Il of item 18.}

PERF/ ED? {/4 ;.‘J'\

[+ ]

~

o ||~

—
o

DOCUMENT

&
(SN}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

YES NO O
20c. TIME OF Hour Meonth, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, [ 20f. CITY, TOWN, Of LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, atreel, office bidg., etc.)

NOT WHILE AT WORK O Lo LS e P /,,//z

/[
21. | attended tha deceazed from , / 77 [b ¥ 10—.%“@ last saw mullvo on ///’7 / A ‘é

Death occurred at. 7 A a Mﬁ m on the date stated sbove, and to the best of my knowledge, from th{cauaes stated.

Ihdma e | 3703 0z IS

Z3a. BURIAL, CREMAITION, | 23b. DATE ] 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or counly) 7 (Stefe]

Rmovﬁuﬁi;)l 7-11=63 Resurrection S5t.Louis County

24. FUNERAL DIRECTOR ADDRESS 25, -m:Eﬁ BY ﬁe?{

Weick Bros 2201 S, Grsnd Bl

MEDICAL CERTIFICATION

USE BLACK INK
SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT. BY LICENSED EMBALMER

I hereby certify tha! the body whose name is recorded on the reverse side of this certificate was embalm

or by Student Embalmer No.

workfing under my personal supervision.

Student

Signature of Student Embaimer

P. O. Address
. eel §
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If 1h|s body is not embalmed fact should be so stated above
ol . Ll .

o

i p:

Gogrore.

L b




